2.oLeft
lateral direct zonulotomy is perdirection, the peripheral anterior lens capsule is formed of the anterior zonules with an iris repositor dirased t9ocokrction,teprhra withro then focepsuland from 12 o'clock to 6 o'clock for a right-handed grasped at 9 o'clock. Traction with the forceps and surgeon. A similar dent in the zonula is created at counter-pressure with hook is applied in the 9 o'clock. horizontal meridian.
9 o'clock with corneal scissors so as to give a valvular effect to the section (Fig. 1) . A 12 o'clock peripheral iridectomy is performed. The main step consists of left-sided direct anterior zonulotomy from 12 o'clock to 6 o'clock for a right-handed surgeon with a curved iris repositor (Fig. 2) . A small dent is also created in the anterior zonules at 9 o'clock, so as to create a weak or a starting point for further extension of zonulotomy indirectly. Then Arruga's forceps are placed radially at 9 o'clock by the left hand and the lens capsule is grasped in its peripheral anterior portion. A little traction is applied towards the pupillary centre and counter-pressure is given with the same iris repositor at 9 o'clock to break the remaining zonules and enlarge the zonular dent already made at that point (Fig. 3) . Subsequently, limbal counter-pressure is applied K. NATH AND B. R. SHUKLA first at 10 o'clock and then at 8 o'clock, pulling the lens capsule in the opposite directions (Figs 4 and 5) . While the counter-pressure is being applied at 8 o'clock an attempt is made to lift, rotate, and slide the lens by the lateral pole simultaneously (Fig. 5) . The rotation manceuvre with the hand is enough and the operator need not move from his place. If the pupil is well dilated the right lateral pole automatically presents at 12 o'clock; otherwise iris retraction and a rotatory counter-pressure at 8 o'clock will force the edge of the lateral pole to present (Fig. 6) . A push from below with the same repositor, with a little pressure backwards and a simultaneous pull on the lens, delivers it by the lateral pole (Fig. 7) . The operation is then concluded by tying the pre-placed suture and giving more post-placed sutures as may be desirable. The wide conjunctival flap is replaced and a few conjunctival interrupted sutures are applied. Of a solution containing 200,000 units of crystalline penicillin and 0-25 g. of streptomycin 1 ml. is injected subconjunctivally at 6 o'clock. A LATERAL POLE CATARACT EXTRACTION bubble of sterile air is injected into the anterior chamber, which can also be given before applying the post-placed sutures; it is also helpful in pushing the iris and vitreous face backwards away from the section. A drop of 2 per cent. pilocarpine is instilled and an antibiotic ointment applied. Finally, a binocular bandage is given. The corneoscleral stitches are removed on the tenth day after cautery when the patient can be discharged.
Results
One hundred and twenty patients who had tension rather on the low side and immature senile cataracts were operated on by this technique. The lens was extracted in capsule in 88. In the rest the capsule broke during the manceuvres and had to be removed separately. Vitreous presented in 2 before the completion of manceuvres. There was no peculiar complication assignable to this technique, except in one case where the lens dislocated posteriorly before presenting in the section. Occasionally, the lens presents at the 10 o'clock pole. Discussion Apparently, there is no particular advantage in extracting the lens by the lateral pole except the academic one. Experience teaches that this technique can bring about an easy lens extraction in eyes with low tension or with small pupils. The chance of catching the iris in forceps is eliminated as everything happens under direct vision. Therefore the method in general is preferable to lower pole delivery and is invaluable in eyes with narrow palpebral apertures, where the lower part of the cornea may be covered by the lower lid, and in eyes with corneal opacities in the lower part. Under these circumstances the view of the forceps while catching the lens is obscured. Eyes with miotic pupils are particularly suitable for extraction by this technique; the lens can be slid out easily without doing a complete iridectomy. Thus prior dilatation of pupils is not as advantageous as in other techniques. The number of capsule ruptures by this technique is slightly more when compared with upper-pole extractions probably because of greater manceuvres involved with the lens capsule.
Summary
A method of lateral pole cataract extraction is described. It is of particular advantage in eyes with low tension, less dilated pupils, narrow palpebral apertures, and with corneal opacities in the lower part. The lens is delivered by prior direct zonulotomy on the left half of the lens and its subsequent simultaneous lifting and rotation by the lateral pole (right pole).
